INTRODUCTION
Paraovarian cysts originate from the mesothelium and are presumed to be remnants of the mullerian duct and wolfian duct. 1 These cysts are epithelial lined closed fluid filled cysts in adnexa adjacent to ovary and fallopian tube. These cysts have been reported in all age groups and seem to be most common in third to fifth decade of life. 2 Paraovarian cysts constitute about 10% of adnexal masses. 3 In sonographic view, they have the same characteristics as ovarian cysts, being differentiated by small size, adjacency to ovary and persistence. Torsion, hemorrhage or rupture in a paraovarian cyst occurs occasionally but their voluminous enlargement rarely happens that too in a gravid state is the rarest one. Herein we present a rare case of a huge paraovarian cyst in a pregnant female with a successful outcome.
CASE REPORT
20 years old female married since last 6 years, a second gravidae with previous one full term normal delivery was registered in our antenatal out patient department at 15 weeks of gestation. On examination, patient's pulse was 82 beats/minute, blood pressure-110/80 mmHg, systemic examination findings were normal. Per abdomen fundal height was 14-16 weeks, a large cyst approx. 10 cm x14 cm extending from pelvis to supraumbilical region on left side was palpable. Obstetric ultrasound was done suggestive of single live intrauterine gestation of mean gestational age of 15 weeks 4 days with a huge cystic lesion of size approximately 15 cm x 12cm seen in midline extending from supraumbilical region to pelvis displacing bowel loops posteriorly, suggestive of mesenteric cyst. Subsequently MRI (magnetic resonance imaging) was done which showed large intraperitoneal inframesocolic cyst in the median and left paramedian abdomen measuring 17.4 cm x 8.8 cm x 20.1 cm suggestive of mesenteric cyst. The ovaries appear separate from the lesion. The small bowel loops are displaced peripherally. The transverse colon is seen to drape the anterior superior margin of lesion. The sigmoid colon is seen to abut the inferior right lateral and posterior aspects of the cyst. Patient was asymptomatic, willing to continue pregnancy, conservative management was done. At 30 weeks of gestation, patient was admitted in antenatal ward with complaints of pain in abdomen.
Ultrasound findings were suggestive of single live intrauterine gestation of mean gestational age of 29 weeks 6 days with mesenteric cyst of size 17 cm x 16 cm x 11 cm in left side of abdomen with cyst wall showing Department of Obstetrics & Gynaecology, Cama & Albless Hospital, Govt. Grant Medical College, Mumbai, India normal vascularity on doppler study. Patient had pain in abdomen on & off which was managed with conservative management by giving analgesics, keeping watch on abdominal girth, and intention was to continue the pregnancy till term gestation. At 35 weeks of gestation, patient had complaints of labour pain, on general examination pulse 80/min, BP-110/80 mmHg, per abdomen -fundal height was 34-36 weeks, large cyst was felt, extending from supraumbilical region to pelvis, on per vaginal examination, cervical os was 2 cm dilated, effacement 20-30 %, membranes were intact. As patient was in labour and ultrasonography suggestive of huge? mesenteric cyst patient was taken for laparotomy under General anesthesia. On opening the abdomen in layers, gravid uterus of 35-36 weeks size with huge cystic mass seen above and lateral side of the uterus. First the uterovesical fold was opened, lower segment caesarean section was done with delivering the baby. Baby cried well after birth with Apgar score 9 at birth. Placenta delivered completely. After delivering the baby, lower segment of uterus was sutured in two layers with vicryl no.1, uterus exteriorization done and we found a Huge paraovarian cyst of 35cm x 20cm x 15cm thin walled, mobile, clear in appearance with marked vascularity, no surface growth, arising adjacently from the left tubal part and ovary, and the left tube was overstretched on the surface of cyst wall. On the postero-medial part of cyst, the left was adherent to it. The cyst was delivered out intact. The left ovary separated from the cyst wall gently with fine dissection and the ovary conserved. The base of the cyst wall was clamped, sealed with the vessel sealer and tied with free linen. Haemostasis achieved completely. The left ovary was conserved. Right tube and right ovary were healthy. There was no evidence of cyst in other areas of the abdomen. Hemostasis of lower segment caesarean section wound achieved. Abdomen closed in layers. Weight of the cyst was 2 kg. Cyst was sent for histopathology examination, Histopathology report was suggestive of simple serous cystadenoma. Post operative period was uneventful, sutures were healthy and were removed on 9 th post operative day and patient was discharged. 
DISCUSSION
Paraovarian cysts are usually small in size, typical sizes reported are 1 to 8 cm in diameter. 1 Larger lesions may reach 20cm or more in diameter and become symptomatic exerting pressure and pain symptoms in the lower abdomen. 4 Large cysts can lead to torsion of the adnexa inflicting acute pain. 4, 5 These cysts are diagnosed as incidental finding, found at surgery or during an imaging examination that is performed for another reason but have a tendency to grow larger specially during pregnancy. Smaller lesions can be followed expectantly. Larger lesions, lesions that are growing or symptomatic, and lesions with sonographically suspicious findings (septation, papillations, fluid and solid components) are generally surgically explored and removed. Paraovarian cysts are generally benign but may, on rare occasions give rise to borderline tumours and malignancy.
Malignancy has been reported in 2-3% of cases, 7 although this is rare in lesions smaller than 5 cm. 8 Paraovarian cysts are usually single, but bilateral lesions have been reported. 9, 10 Diagnostic ultrasound (sonography) is a noninvasive diagnostic imaging technique which uses high-frequency sound waves to produce images of structures within the body. The sound waves are passed through the body tissues with a device called transducer. Objects inside the body will reflect a part of sound waves back to the sensor, where the waves are recorded, analyzed and displayed for viewing on a screen. Modern sonographic equipment will display live images of moving tissues (real-time viewing) and will also provide 3-dimensional reconstruction information about different structures. The area covered by the ultrasound beam will depends on equipment design.
Doppler sonography (duplex Doppler sonography) will enable the visualization of blood flow in both arteries and veins (vascular systems) as well as in organs. It reveals changes in the pitch of sound waves (Doppler effect) as they bounce off circulating blood cells. When combined with the technology of advanced data processing, color Doppler can acquire data fast enough to study the complex flow of blood in the heart and other organs. A computer image will represents the speed and direction of blood flow is then generated from the data. Power Doppler sonography is a new technique is about 5 times more sensitive than color Doppler. It is useful in measuring the blood flow in blood vessels traversing solid organs.
Our case is a rarest case of huge paraovarian cyst associated with pregnancy, which was continued till 35 weeks of gestation and with surgical expertise could result in successful outcome.
CONCLUSION
Paraovarian cysts are rare and its diagnosis on imaging is challenging considering gravid uterus with paraovarian cyst. As in our case it was diagnosed as mesenteric cyst on ultrasound and MRI but it was turned out to be huge left ovarian cyst on laparotomy. This patients has been managed successfully with some conservative treatment on and off during the course of pregnancy. With close supervision and expertise in the field of obstetrics and gynecology can give successful outcome in pregnancies. The aim is to give good maternal and the fetal outcome. In our case even though the left ovary was adherent to the cyst it was preserved successfully.
